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COMPLETION OF SHOULDER RADIOGRAPHY TRAINING  

AND STATEMENT OF COMPETENCY 

 

 

Trainee: _____________________________________ 

 

As the instructor for the above individual, I verify that this individual has completed: 

 

 

1. Classroom training in shoulder anatomy and radiation protection; and 

2. A clinical program that included: 

a. Positioning, film critique, and competency testing for AP internal and 

external rotation, AP neutral, and transthoracic lateral procedures, and 

 b. Direct supervision by me, a general radiographer. 

 

I verify that the above individual is competent to perform limited shoulder radiography 

according to the Bureau of Radiological Health's requirements. 

 

I grant permission for a representative of IDPH to comprehensively evaluate whether the 

above individual meets the IDPH training standards. 

 

 

 

 

__________________________________-  __________________________ 

Name (signed)      Date 

 

__________________________________________ 

Name printed 

 

________________________________________________________________ 

Address 

 

________________________________________________________________ 

Phone 

 

 

2013 


